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 Y 000 Initial Comments  Y 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of a complaint investigation conducted in 

your facility on 9/3/10 through 9/30/10.  This State 

Licensure survey was conducted by the authority 

of NRS 449.150, Powers of the Health Division.  

 

 

The facility is licensed for five Residential Facility 

for Group beds for elderly and disabled person 

and/or persons with mental illnesses and/or 

persons with with chronic illnesses Category II 

residents .  The census at the time of the survey 

was six. Six resident files were reviewed and 

three employee files were reviewed. 

Complaint #NV00026365 was substantiated with 

deficiencies.  See Tags Y0087, Y0178, Y0621, 

Y0740, and Y0743

 Y 087

SS=I
449.199(3) Limitation on Number of Residents

NAC 449.199

3. A residential facility must not  

accept residents in excess of the  

number of residents specified on the  

license issued to the owner of the  

facility.

 Y 087

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 087Continued From page 1 Y 087

This Regulation  is not met as evidenced by:

Based on observation, record review and 

interview on 9/3/10, the facility was over census.

Findings include:

On 9/3/10 at 2:00 PM, six residents and one 

caregiver were observed at the facility.  

Record review revealed six current resident files 

were maintained by the facility.

Resident #1 was diagnosed with multiple 

sclerosis and dementia and was admitted to the 

facility on 3/30/10.  Resident #1 was paying a 

monthly fee of $1000.00 for room, board, 

assistance with medications.  Resident #1 was 

also receiving assistance transferring, bathing, 

meal preparation..

Resident #2's admission record included an 

admission date of 8/6/10. Resident #2 was paying 

a monthly fee of $1100.00 for room, board, 

assistance with medications and assistance with 

transferring, meals, bathing, and medications.

Resident #3 was diagnosed with chronic 

obstructive pulmonary disease, anoxic 

encephalopathy, bipolar disorder, urine retention, 

hematuria, and bacteremia. Resident #3's 

admission record included an admission date of 

8/20/10 and the resident was paying $1400.00 

per month for room, board, assistance with 

medications, bathing, transferring and meals. 

Resident #3 had an indwelling catheter and the 

facility did not have a waiver in the resident's file.  

Resident #3 also required assistance with 

emptying the catheter bag and with catheter care.

Resident #4 was diagnosed with chronic 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 087Continued From page 2 Y 087

obstructive pulmonary disease, stroke, and 

osteopenia.  The resident was admitted to the 

facility on 5/8/08. Resident #4 was paying 

$1100.00 per month for room, board, assistance 

with medications and assistance with meal 

preparation and bathing. 

Resident #5 was diagnosed with a left side 

cardiovascular accident, post fall, depression, 

gastrointestinal problems and anxiety.  The 

resident was admitted on 7/8/10.  Resident #5 

was paying $900.00 per month for room, board, 

assistance with medications and assistance with 

meals. 

Resident #6 was diagnosed with chronic 

obstructive pulmonary disease, stroke, 

hypertension, and uncomplicated diabetes 

mellitis. The resident was admitted on 8/18/10. 

Resident #6 was paying $1300.00 per month for 

room, board, assistance with medications, meals, 

transferring and bathing.

A review of  the facility's current license indicated 

the home was licensed for five residents. The 

facility admitted resident #3 on 8/20/10 putting the 

facility over-census. 

On 9/3/10 at 2:00 PM, Employee #1 stated "we 

currently have six residents."  

Severity:  3  Scope:  3

 Y 178

SS=F
449.209(5) Health and Sanitation-Maintain Int/Ext

NAC 449.209

5. The administrator of a residential facility shall 

ensure that the premises are clean and that the 

interior, exterior and landscaping of the facility are 

 Y 178
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 Y 178Continued From page 3 Y 178

well maintained.

This Regulation  is not met as evidenced by:

Based on observation on 9/3/10, the facility failed 

to ensure the premises was clean and well 

maintained.  (A 12 inch long sticky fly strip that 

was completely covered with flies was hanging 

over the kitchen sink indicating the presence of a 

fly infestation)

Severity:  2 Scope:  3

 Y 621

SS=F
449.2702(4)(b) Admission Policy

NAC 449.2702

4. Except as otherwise provided in NAC 449.275 

and 449.2754, a residential facility shall not admit 

or allow to remain in the facility any person who:

(b) Requires restraint. 

 

This Regulation  is not met as evidenced by:

 Y 621

Based on observation on 9/3/10, the facility failed 

to ensure 4 of 6 residents was not restrained by 

the use of a full bed rail (Resident #1, #2, #3, and 

#5).  

Severity:  2 Scope:  3

 Y 740

SS=E
449.272(1)(a)-(c) Indwelling Catheter  Y 740

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 740Continued From page 4 Y 740

NAC 449.272

1. A person who requires the use of an indwelling 

catheter must not be admitted to a residential 

facility or be permitted to remain as a resident of 

a residential facility unless:

(a) The resident is physically and mentally 

capable of caring for all aspects of the condition, 

with or without the assistance of a caregiver. 

(b) Irrigation of the catheter is performed in 

accordance with the physician's orders by a 

medical professional who has been trained to 

provide that care. 

(c) The catheter is inserted and removed only in 

accordance with the orders of a physician by a 

medical professional who has been trained to 

insert and remove a catheter.

This Regulation  is not met as evidenced by:

Based on observation, interview and record 

review on 9/3/10, the facility admitted and 

retained a resident who was not mentally capable 

of caring for all aspects of an indwelling catheter 

(Resident #3).  

Severity:  2 Scope:  2

 Y 743

SS=F
449.272(2) Indwelling Catheters

NAC 449.272

2. The caregivers employed by a residential 

facility with a resident who requires the use of an 

indwelling catheter shall ensure that:

 Y 743

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 743Continued From page 5 Y 743

(a) The bag and tubing of the catheter are 

changed by:

     (1) The resident, with or without the 

assistance of a caregiver. 

     (2) A medical professional who has been 

trained to provide that care. 

(b) Waste from the use of the catheter is 

disposed of properly. 

(c) Privacy is afforded to the resident while care is 

being provided; and

(d) The bag of the catheter is emptied by a 

caregiver who has received instruction in the 

handling of such waste and the signs and 

symptoms of urinary tract infections and 

dehydration.

 

This Regulation  is not met as evidenced by:

Based on observation, interview, and record 

review on 9/3/10, the facility failed to ensure the 

caregivers for Resident #3 who had an indwelling 

catheter complied with NAC 449.272.  Caregivers 

#1, #2, and #3 did not have training in recognizing 

the signs and symptoms of urinary tract infections 

or dehydration. 

Severity:  2        Scope:  3
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